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r.  José  H.,  46  years  old,  a  smoker  with  a  history  of  alco-
ol  abuse,  consulted  for  bilateral  cervical  adenopathies
f  2  months’  evolution.  He  was  asthenic,  and  had  lost
0  kg  in  3  months.  He  complained  of  isolated  pharyngeal
iscomfort.  For  4  months,  he  had  found  skin  fragments
ccumulating  under  his  toenails  and  ﬁngernails,  with
rythroplastic  squamous  lesions  of  the  tips.  From  the
utset,  he  had  had  a  disabling  itch,  resistant  to  antihis-
amines.
Examination  of  the  oral  cavity  and  the  three  anatomic
egions  of  the  pharynx  and  larynx  found  no  suspect
ucosal  lesions,  although  examination  was  hindered  by
 strong  gag  reﬂex.  Palpation  of  the  neck  found  jugulo-
arotid  adenopathies  of  more  than  5  cm  on  the  right  side
nd  more  than  6  cm  on  the  left,  both  partially  deeply
nchored.
Skin  examination  found  ungual  dystrophy  and  distal
yperkeratosis  of  the  hands  and  feet  (Fig.  1)  associated
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oi:10.1016/j.anorl.2012.02.008ith  desquamation  of  the  elbows,  knees  and  both  auricles,
specially  at  the  helix  (Fig.  2).
Panendoscopy  found  an  irregular  lesion  of  the  suprahyoid
piglottis,  which  was  biopsied.  There  were  no  synchronous
esions.  Anatomopathologic  examination  diagnosed  poorly
ifferentiated  inﬁltrating  squamous-cell  carcinoma.  Fine-
eedle  cytology  of  both  nodes  found  malignant  malpighian
ells.
Cervicothoracic  CT  with  contrast  injection  conﬁrmed
arge  bilateral  jugulocarotid  adenopathies;  the  epiglottic
esion  was  not  visualized,  due  to  its  size. 18FDG  PET-CT  found
everal  ﬁxation  points:
 several  cervical  and  mediastinal  lymph  nodes,  including
one  large  left  paratracheal  node;
 osseous  (Fig.  3).Assessment  ﬁnally  diagnosed  a  moderately  differentiated
alpighian  carcinoma  of  the  epiglottis,  classiﬁed  as  T1  N3
1  (bone).
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Figure  1  Squamous  lesions  of  the  feet,  with  ungual  involvement  (a  and  b),  associated  to  dorsal  and  palmar  psoriasiform  lesions
of the  hands,  with  subungual  hyperkeratosis  and  onycholysis  (c  and  d).
Figure  2  Psoriasiform  lesions  of  the  right  elbow  (a).  Desquamation  hyperkeratosis  of  the  right  auricle  (b).
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Figure  3  Contrast-injected  cervical  CT  slice  at  the  level  of  the  larynx,  showing  large  bilateral  jugulocarotid  adenopathies  (a).
P of  th
l
ET-CT: adenopathy  ﬁxation  in  the  neck  and  at  the  outer  edge  
eft anterior  iliac  spine  (d).
Q
Qe  left  clavicle  (b),  a  left  paratracheal  lymph  node  (c)  and  the
uestions
Question  1:  What  dermatologic
diagnoses  do  you  envisage?
Question  2:  Given  the  context,
which  diagnosis  is  most  likely?
uestion  3:  Do  you  make  a  specialist
referral  for  the  skin  lesions?
Question  4:  To  conﬁrm  your
hypothesis,  you  decide  to  biopsy
one  of  the  skin  lesion  sites;  if  your
hypothesis  is  conﬁrmed,  what
lesions  do  you  expect  on  histology?
Question  5:  What  treatment  do  you
prescribe?
What  is  your  diagnosis?
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Physiopathology  remains  undetermined.  Several  mecha-A  dermatologic  affection  that  can  be  readily  diagnosed  by  a
Replies
Reply  1
Possible  diagnoses  are,  for  the  skin  lesions:
•  cutaneous  lupus;
• medication-related  photosensitivity;
•  polymorphic  light  eruption;
•  psoriasis;
•  eczema;
•  seborrheic  dermatitis;
• dermatomyositis;
• acrokeratosis  paraneoplastica;
• toxidermia;
•  dermatophytosis.
The  ungual  lesions  may  suggest  onychomycosis.
Reply  2
The  clinical  context  and  the  aspect  and  topography  of  the
skin  lesions,  with  symmetric  involvement  of  the  tips  of  the
toes  and  ﬁngers  associated  with  involvement  of  the  auri-
cles  and  elbows  combine  to  suggest  Bazex  syndrome  (acroke-
ratosis  paraneoplastica)  associated  with  upper  aerodigestive
tract  cancer.
Reply  3
Dermatologic  consultation  is  not  mandatory,  unless  diagnosis
is  uncertain.  It  may,  however,  be  useful  for  treatment,  at
least  in  terms  of  topical  applications.
Reply  4
The  skin-lesion  histopathology  is  non-speciﬁc.  The  lesions
evolve  through  three  stages.  In  the  ﬁrst,  histology  ﬁnds
epidermal  thickening  with  orthokeratotic  hyperkeratosis
associated  to  sparse  parakeratotic  sites,  superﬁcial  dermis
capillary  dilation  with  minimal  lymphocyte  inﬁltration.  In
the  second,  basal  layer  cells  show  acidophil  and  vacuolar
degeneration,  with  perivascular  lymphocyte  inﬁltrate  in  the
superﬁcial  dermis.  Finally,  in  the  third  stage,  there  may  be
Figure  4  Regression  of  skin  lesions  on  the  feet  (a  and  b)  a
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canthosis  and  keratinocyte  vacuolization  with  pigmentary
ncontinence.
eply  5
reatment  is  based  on  treating  the  primitive  tumor.  In  the
resent  case,  2-course  Taxotere-Platine-5FU  (TPF)  induction
hemotherapy  was  decided  on,  with  clinical  reassessment
nd  a third  course  in  case  of  good  response  (greater  or
qual  to  50%  tumor  and/or  node  volume).  On  dermatologic
dvice,  topical  treatment  was  also  initiated,  ﬁrst  compri-
ing  20%  salicylate  vaseline  once  daily  for  3  weeks,  followed
y  vaseline-diprosone  50%  until  resolution.
After  two  chemotherapy  courses  and  5  weeks’  local  treat-
ent,  the  skin  lesions  showed  distinct  improvement  and  the
denopathies  had  regressed  in  volume  (Fig.  4).
omments
crokeratosis  paraneoplastica,  or  Bazex  syndrome,  is  a  rare
orm  of  dermatosis,  with  less  than  200  cases  reported  in
he  literature  to  date.  It  was  ﬁrst  described  in  1924  by
ougerot  and  Rupp,  but  was  later  reported  under  the  term
‘Bazex  syndrome’’  after  Bazex  described  a  case  of  acroke-
atosis  paraneoplastica  in  the  Bulletin  de  la  Société
ranc¸aise  de  dermatologie  et  de  syphiligraphie  in  1965  [1,2].
azex  syndrome  is  usually  found  in  association  with  upper
erodigestive  tract  cancer,  with  the  skin  lesion  preceding
iagnosis  of  cancer  in  63%  of  cases  [3,4]. Other  cancers,
otably  pulmonary  or  digestive,  may  also  be  associated.
The  skin  lesions  consist  of  poorly  contoured  purplish  red
quamous  plaques.  Fingers  and  toes  are  swollen,  red  and
esquamating.  There  is  associated  ungual  involvement  in
he  form  of  subungual  hyperkeratosis  and  onycholysis.  Loca-
ions,  in  increasing  order  of  frequency,  are  in  the  auricles,
ails,  nose,  hands  and  feet.  The  elbows  and  knees  may
lso  be  involved,  at  later  stages  [5,6]. Differential  diagnosis
ainly  concerns  acral  forms  of  psoriasis;  auricle  involve-
ent  predominating  in  the  helix  and  nasal  involvement  are
ore  suggestive  of  Bazex  syndrome.nd  right  auricle  (c)  after  second  chemotherapy  course.
isms  have  been  suggested,  of  which  crossed  reactivity
etween  cutaneous  and  tumoral  antigens  is  the  most  widely
ccepted:  antitumor  antibodies  may  react  with  the  basal
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ayer  of  the  epidermis,  damaging  the  skin.  Another  hypothe-
is  is  that  tumor  cell  production  of  growth  factors,  especially
pidermal  Growth  Factor  (EGF)  and  Transforming  Growth
actor  alpha  (TGF), induces  keratinocyte  proliferation
5].
Topical  treatment  occasionally  improves  cutaneous
ymptoms,  but  full  cure  with  resolution  of  skin  lesions
epends  on  the  associated  cancer  treatment.  Recurrence  of
kin  lesions  is  indicative  of  recurrence  of  cancer.  The  evolu-
ion  of  the  Bazex  syndrome  is  directly  related  to  that  of  the
ssociated  cancer  [2].isclosure of interest
he  authors  declare  that  they  have  no  conﬂicts  of  interest
oncerning  this  article.
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